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10. SUBJECT OF AMENDMENT: 
E l i g i b i l i t y   f o r   i n d i v i d u a l s  who are e l i g i b l e   f o r ,   b u t   n o t   r e c e i v i n g   c a s h   a s s i s t a n c e .  
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State: Col orado 

agency Ci  tat i on ( s )  Groups Covered 

B. optional  Groups Other Than m e d i c a l l y  Needy 

42 CFR fl 1. Individuals described below who meet the 
435.210 income and resource requirements o f  AFDC, SSI , or an 
190'2 ( a )  optional State supplement as specified in 42 
(lO)(A)(ii) and CFR 435.230, but who do not receive cash 
1905(a) o f  assistance. / 

the Act 

/7 The  plan covers all individuals as described above. 

/7 The plan covers only the following 
group or groups of  individuals 

I 

-- Aged 
81 ind - 

- Disabled 
- Caretaker relatives 
- Pregnant women . 

42  CFR @ 2. Individuals who would be-el eligible for AFDC; SSI 
435.211 or an  optional State supplement as specified in 42 CFR 435.230, 

i f  they  were  not in a medical institution. 
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